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Background: In South Africa the submission of a portfolio of learning has become a national requirement for
assessment of family medicine training. A national portfolio has been developed, validated and implemented. The
aim of this study was to explore registrars’ and supervisors’ experience regarding the portfolio’s educational impact,
acceptability, and perceived usefulness for assessment of competence.
Methods: Semi-structured interviews were conducted with 17 purposively selected registrars and supervisors from
all eight South African training programmes.
Results: The portfolio primarily had an educational impact through making explicit the expectations of registrars
and supervisors in the workplace. This impact was tempered by a lack of engagement in the process by registrars
and supervisors who also lacked essential skills in reflection, feedback and assessment. The acceptability of the
portfolio was limited by service delivery demands, incongruence between the clinical context and educational
requirements, design of the logbook and easy availability of the associated tools. The use of the portfolio for
formative assessment was strongly supported and appreciated, but was not always happening and in some cases
registrars had even organised peer assessment. Respondents were unclear as to how the portfolio would be used
for summative assessment.
Conclusions: The learning portfolio had a significant educational impact in shaping work-place based supervision
and training and providing formative assessment. Its acceptability and usefulness as a learning tool should increase
over time as supervisors and registrars become more competent in its use. There is a need to clarify how it will be
used in summative assessment.
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South Africa has seen major advances in healthcare to
address its quadruple burden of disease; namely HIV
and tuberculosis; non-communicable chronic diseases;
injury and violence; and maternal, neonatal and child
health [1]. The national plan for re-engineering primary
health care (PHC) emphasizes the central role of the* Correspondence: Louis.jenkins@westerncape.gov.za
1Division of Family Medicine and Primary Care, Stellenbosch University and
Western Cape Department of Health, George Training Complex, George,
South Africa
Full list of author information is available at the end of the article
© 2013 Jenkins et al.; licensee BioMed Central
Commons Attribution License (http://creativec
reproduction in any medium, provided the orfamily physician as a clinical leader in the district health
team. The planned national health insurance scheme
needs a massive scaling up of the numbers of doctors
[2,3]. South Africa was short of 80 000 health care pro-
fessionals in 2008 [4]. The challenge of training and
keeping sufficient numbers of competent doctors in all
52 health districts is influenced by multiple factors, in-
cluding career choices, job satisfaction, career advance-
ment, work conditions, and educational opportunities
[4,5]. The importance of social accountability requires
that education and training of health professionals must
be aligned with the health needs of the country [6]. TheLtd. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
Jenkins et al. BMC Medical Education 2013, 13:149 Page 2 of 12
http://www.biomedcentral.com/1472-6920/13/149national human resource policy aims for 900 family phy-
sicians by 2020, which will require a doubling of the
number of registrars in training from 2014 [7].
National training outcomes and a single national exit
examination have been developed for family medicine
[8-10]. Registrars enter a 4-year programme at one of
the eight university departments, attached to a clinical
complex consisting of PHC facilities, a district hospital,
and a regional hospital. Eligibility for the exit examin-
ation of the national College of Family Physicians, to
qualify as a consultant family physician, requires com-
pletion of three years of supervised clinical training in a
registrar post in one of these complexes and submission
of a portfolio of learning with satisfactory evidence of
learning. Figure 1 illustrates the various competencies
expected from the family physician [11].
While workplace-based assessment (WPBA) has been
discussed in educational policy in South Africa for the
last 20 years, most postgraduate programmes still exam-
ine their registrars away from the PHC and district con-
text, usually in simulated environments at the university
[12,13]. Worldwide, the growing interest in quality im-
provement and increasing demands for social account-
ability have shifted the focus of assessment from the
university to the work place [14-16]. WPBA typically in-
volves the use of tools for direct observation of patient
encounters or procedures, 360-degrees peer review, and
significant event analysis [14,17].Fam
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Figure 1 The competencies expected of a South African family physicPortfolio-based learning as part of registrar’s WPBA
encapsulates many aspects of competency-based assess-
ment and has been introduced in many countries and
disciplines in the last 20 years [18]. We can define the
portfolio as “a collection of material made by a profes-
sional that records and reflects on key events and pro-
cesses in that professional’s career” [19]. Many purposes
for keeping a portfolio exist, which must be made explicit
to both the registrars and their supervisors [18,20].
Depending on the purpose, the portfolio’s content
could range from a logbook-type enumeration of skills
performed to a personal journal with evidence of deep
reflection. It could be for personal or professional develop-
ment, for curriculum requirements or to satisfy external
agencies, such as the College of Family Physicians.
The portfolio needs to go beyond being just a
collection of achievements and demonstrate reflective
understanding of how and why these achievements con-
tributed to personal and professional growth. In other
words, reflective learning, as part of lifelong learning,
embedded in everyday professional practice, is an inte-
gral part of the portfolio [21,22]. Attaining this deeper
level of reflection on learning is not supported by the
pedagogic framework of teacher-centred (as opposed to
learner-centred) education people grew up with, or by
the service delivery workload which squeezes out time
to reflect in- or on-action [23]. The process of reflection
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creation of an ideal portfolio constitutes a shift in one’s
educational paradigm, which must be achieved in addition
to understanding the portfolio requirements. For this type
of learning to happen as part of the process of keeping a
portfolio, the registrar needs support from a skilled super-
visor, who understands reflective learning [18].
Since the 1970s adult learning, or andragogy, intro-
duced the concepts of self-directed learning, accumu-
lated experience as a resource for learning, and
problem-based, real world learning [26]. Experiential
learning describes how registrars learn from having a
particular experience, reflecting on that experience, de-
veloping abstract conceptualisations and then testing
these in a new situation [27]. Facilitating such experien-
tial learning should be an extension of everyday life, and
as valid as other forms of learning [18]. This form of
deep learning, as opposed to lecture style didactic sur-
face learning, assumes intrinsically motivated registrars,
actively involved in their own learning, exploring their
thinking in learning conversations with supervisors and
others [28-30].
The competencies expected of family medicine regis-
trars in South Africa are contained in the five national
unit standards for the discipline as follows [10]:
1. Effectively manage him/herself, his/her team and
his/her practice, in any sector, with visionary
leadership and self-awareness, in order to ensure the
provision of high-quality, evidence-based care
2. Evaluate and manage patients with both
undifferentiated and more specific problems cost-
effectively according to the bio-psycho-social approach
3. Facilitate the health and quality of life of the family
and community
4. Facilitate the learning of others regarding the
discipline of family medicine, primary health care,
and other health-related matters
5. Conduct all aspects of health care in an ethical and
professional manner
The portfolio is a tool to facilitate learning and attain-
ment of these outcomes in the clinical context. Typic-
ally, a reflection on a patient encounter, significant event
analysis or a direct observation of a patient encounter by
the trainer will raise multiple complex issues. Issues may
relate to clinical care, the health system, relationships,
teamwork, personal growth or ethics. All of these di-
mensions could be captured in the portfolio. Although
portfolio ownership rests with the registrar, learning
through experience, reflection, and discussion can only
take place effectively with adequate support and fo-
cussed time [31]. This applies to both formative and
summative assessment and emphasises the importanceof training clinical supervisors, and giving them feedback
from registrars [32-35]. Registrars must be coached in
reflective practice and this must be embedded within
their training. This asks for a shift from supervision,
where the registrar is being watched, to training,
where the concept of journeying together is stronger,
to eventually mentoring, where both trainer and
registrar reflect on their own journeys. While flexibil-
ity is part of the strength of the portfolio, a basic
structure is important for review and assessment of
the content [18]. Consequently, the South African
portfolio contains in its basic structure the following
sections [36]:
1. Introduction and purpose of the portfolio
2. Learning outcomes expected
3. Learning plans, reflections on rotations and
supervisor reports
4. Educational meetings




8. Emergency medicine training certification
9. Additional courses and conferences
10. Final assessment
Pre-printed tools to assist the registrars and supervi-
sors and space to give feedback or grade the registrar are
also incorporated into the portfolio. While the summa-
tive assessment of the portfolio will always contain
subjectivity, the use of a portfolio assessment tool, with
grades for every section, and a final overall grade for the
portfolio, serves three functions:
1. The portfolio grade can count towards the
university’s assessment of clinical family medicine
in the Masters programme.
2. A satisfactory completed portfolio over three years
is mandatory for the national College exit
examinations.
3. It encourages the registrars to regularly reflect on
and document their learning, prompts the learning
process, and through changed behaviour leads to
better patient care, and a habit of lifelong learning
and reflection.
The portfolio was recently introduced at a national
level in South Africa, and still fits like “new shoes” which
must be worn in [37,38]. While much has been written
on using portfolios in postgraduate training and assess-
ment, the practical use of portfolios, particularly in
South Africa, is still not well understood. The aim of
this study was to explore the views of registrars and
Table 1 Study participants
University Registrar Family physician supervisor
1 Cape Town 1 1
2 Stellenbosch 2 1
3 Free State 1 1
4 Pretoria 1 1
5 Witwatersrand 1 1
6 Limpopo 1 1
7 Natal 1 1
8 Eastern Cape 1 1
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This was a prospective, descriptive study, using qualita-
tive semi-structured interviews with key informants.
Ethical considerations
The study was carried out in compliance with the
Helsinki Declaration and approved by the Health Re-
search Ethics Committee of the University of Stellen-
bosch, with reference number N09/10/258.
Setting
The eight medical schools in South Africa each have a
postgraduate family medicine training programme, of-
fered at a Master’s level (MMed), over 4 years. Various
combinations of clinical rotations exist in PHC, district
hospitals, and specialist departments in regional hospi-
tals. The registrars work under direct supervision of
either family physician consultants or specialists in the
regional hospitals. Supervisors and most programme
managers also do clinical work. With the recognition of
the specialty of Family Medicine in 2007, the College of
Family Physicians has introduced a unitary exit examin-
ation for family medicine training in the country. A
satisfactory portfolio of learning over three years is re-
quired for their Fellowship of the College of Family Phy-
sicians [FCFP (SA)]. National consensus was reached in
2010 on the content and construct validity of the portfo-
lio and a draft national portfolio implemented [38]. After
a national survey to obtain feedback on the portfolio it
was further refined and the final portfolio is now the
standard in all eight programmes [36,39].
Researchers’ relationship to the topic
Taking a reflexive stance, we need to give a brief explan-
ation of how the researchers are positioned contextually
in relation to this research [40]. The first author (LJ) has
been working in clinical practice for 20 years. He is a
family physician supervisor of registrars in training and
the training complex co-ordinator for the George train-
ing complex under Stellenbosch University. He is there-
fore immersed in the everyday issues of clinical work,
training, learning, and assessment of registrars. The sec-
ond author (BM) is currently the Head of the Division of
Family Medicine and Primary Care at Stellenbosch
University and is responsible for the final approval of
portfolios for entry to the FCFP (SA) national exam. He
previously developed the postgraduate training program-
me at Stellenbosch University and the previous logbook,
aspects of which were incorporated into the portfolio.He has a strong background in qualitative research and
has published extensively in this area [41-45]. Until re-
cently he was a full time family physician working and
teaching in clinical practice in South Africa. The third
author (AD), from Belgium, brings an external European
perspective to the study and helped to make explicit the
differences between clinical learning and assessment in
the South African context versus the European context.
He has extensive experience in using portfolios in the
workplace and is an academic and practicing family
physician. He is also familiar with the local context
through his involvement over several years in a project
to develop family medicine education in South Africa
that was funded by the Flanders Interuniversity Council
[46,47]. This is the third article, in a series looking at the
development of the family medicine learning portfolio in
South Africa, by all three authors.
Study population and sampling
Nine registrars and eight supervisors from all eight uni-
versities were purposively sampled as key informants
because of their experience with using the new portfolio
during the previous year (see Table 1). The first and
second authors are well acquainted with all eight univer-
sity programme managers. We asked the programme
managers to recommend registrars and supervisors who
were using the portfolio regularly and who would be
willing to give an in-depth account of their experience.
Participants were then approached according to these
recommendations.
Data collection
Telephonic in-depth interviews lasting 30-60 minutes
were conducted by the principal investigator. We used
an interview guide (see supplementary files) to conduct
the interviews and the topics to be explored were se-
lected from the literature review and our own previous
survey of registrars’ and supervisors’ experiences [39].
The interviews were digitally recorded and the inter-
viewer made field notes during the interviews. The
opening question was, “How are you experiencing the
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tives the three main issues that were explored included
how the portfolio contributed to learning, how its prac-
tical use could be improved, and how it could be used in
assessment of competence. From these, the purpose of
the portfolio, experience of its use in clinical learning,
balance of work and learning, personal development,
formative versus summative assessment, supervisor
meetings, practicalities of secure academic time, use of
portfolio tools, and ways of ensuring regular entries and
progress, were discussed.
Data analysis
We used ATLAS.ti version 6.2.27 software and the ‘frame-
work analysis’ approach described by Ritchie and Spencer
[48]. ‘Framework analysis’ is an analytical process which
involves five distinct yet highly interconnected stages.
These stages are: familiarization; identifying a thematic
index; coding; charting; mapping and interpretation. Fa-
miliarisation with the data involved reading the transcripts
in their entirety several times and checking against the
audio tapes, as well as reading the field notes taken during
the interviews. During this process codes began to emerge
and led to the development of a thematic index. The the-
matic index was deductively structured according to the
objectives of the study, but the codes within this structure
emerged inductively from the data. Following this all the
transcripts were coded according to the thematic index.
The fourth stage created charts that collated together all
the data on each of the three objectives. Data for supervi-
sors and registrars was charted separately. These charts
were then used for interpretation of the data in terms of
the range and strength of different viewpoints and possible
associations between them [48-50].
Respondent validation was enabled by giving feedback
on the provisional analysis to registrars and supervisors
in subsequent workshops, which involved groups of be-
tween 30 and 40 registrars and supervisors at all eight
universities. During these workshops participants had
the opportunity to confirm, clarify or modify the inter-
pretation of the results. Furthermore we also presented
our work to the heads of departments and programme
managers, some of whom are supervisors themselves, at
the eight universities.
Results
The results are presented according to the three objec-
tives for the study that explored the portfolio’s educa-
tional impact, acceptability and use in assessment.
Educational impact
Portfolio as a learning tool
The portfolio was seen as a useful tool to capture how
the registrar learns, thinks and practices. However, it notonly captured the registrar’s learning, but through its re-
quirements ensured that there was more attention given
to the registrar’s learning in the workplace and thus be-
came a tool that stimulated supervision and educational
activities. It required them to draw up a learning plan,
organize, and audit their own learning. The need for
regular meetings and engagement with their supervisor
was explicit from the beginning, when the registrar drew
up his or her learning plan, as well as during subsequent
reviews of progress:
“…So the registrar gets to a rotation, and then they are
supposed to do the learning plan. That I think is
incredibly useful, because they put what they know
about the topic, what they want to learn, and how
they’re going to learn it. Then I meet with them again
at the middle of the rotation, and when we look at the
learning plan, which they often haven’t actually done,
but often they have and discussed it with the site
facilitator, then we look at the reflection…”
(Supervisor)
In terms of facilitating the registrar’s learning the portfo-
lio required a certain amount of time committed to educa-
tional meetings and examples of case discussions or
significant event analysis were often mentioned. These
were not just captured in the portfolio, but provided the
impetus for these discussions with their supervisors:
“We discuss some of the patients that come out of the
portfolio, or the situations that comes from it…it
becomes part of the afternoon’s discussion, because
these are difficult patients, difficult scenarios. So that’s
why sometimes the portfolio translates into a learning
tool, which I don’t think is just documentation and
evidence type tool, but also actually a learning tool.”
(Supervisor)
“It becomes a learning tool, making learning (and
work) easier, for example discussing difficult patient
scenarios in an educational meeting.” (Supervisor)
Registrars’ personal engagement with their learning
The extent to which the portfolio portrayed a compre-
hensive picture of the registrar’s development was re-
lated to how much the registrar took ownership of and
engaged with their portfolio:
“The portfolio is not “another project” to be handed in.
Ownership sits with the registrar. It is their learning
journey, their journal to keep. It should not be in the
possession of faculty. It should show how the registrar
is learning and developing to become the person he or
she wants to be.” (Supervisor)
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folio respondents highlighted the need to be more orga-
nised in setting aside time to complete the portfolio, as well
as the need for greater awareness of when their clinical
experience was part of their learning, the ability to reflect
on this experience and conceptualise what they had learnt:
“…A mental note, yes. I do make lots of mental notes.
We are supposed to submit our portfolios at the end of
the month. It’s not up to date, because… I don’t know,
I can’t blame anyone for that. I think it’s just me
meaning to do that, and then you’re just tired and you
forget. Then later on, maybe when it’s going to be your
mid-block assessment, the mid-block, then you quickly
write it up, and remember what you meant to write
there. So I don’t think that one is a problem with the
portfolio more than just me not being organised and
on top of it…” (Registrar)
“…the people learn an incredible amount. When you
talk to them you can hear this very clearly, you know
it, but they don’t catch it” (Supervisor)
“Actually we are almost testing something else. It is
almost something more than the portfolio. It is a
person’s discipline and planning skills…” (Supervisor)
With the portfolio concept, and even adult learning,
still in its infancy, registrars and supervisors simply were
not aware of or experienced with reflective thinking and
writing. Although reflection was happening, it was al-
most unconscious, and very seldom documented:
“I battle to get a reflection from them, in the portfolio.
Where we do get a reflection, is during the learning
conversation, but otherwise, I battle to get anything
meaningful from them, that is documented in the
portfolio. When you talk to (the registrars), you realize
that they have actually reflected on this, but it is not
structured, and they have not even realized that they
have been reflecting…” (Supervisor)
Registrars were reluctant to document their learning
needs, making it difficult to compare subsequent portfolio
entries with previous ones, in order to get a picture of
their development. This reluctance may have stemmed
from a sense that one should not reveal any weaknesses,
deficiencies or mistakes in one’s portfolio and should only
include evidence of competency rather than learning. The
impression was that the portfolio was another project or
task to hand in, rather than a learning tool:
“…then he said now he needs to rewrite this. Then I
said no, you should not rewrite this. This is the proofof what we learnt together today, and if you hand this
in like this, anyone looking at this will see there was a
thorough discussion, writing and learning took place.
He went and rewrote it, everything he learnt, on a
clean sheet of paper, and this is not really what we
want, I think…” (Supervisor)
While some registrars were negative about the portfo-
lio, many more were positive. They felt that the portfolio
made visible the translation of theory into practice, sim-
ply by writing down their reflective thinking.
“…yes, and the Calgary-Cambridge communication
model, what is great is that I can ask someone in the
clinic to quickly sit in and listen…just take this mark-
ing sheet in the portfolio and just give me a score, or
even just a global score, of what you think of my con-
sultation skills. Or you can record your own consulta-
tions, which are what I have done a few times now,
and then go over them again at home and rate myself
in the portfolio…” (Registrar)
Supervisor engagement
Participants reported that there were too few family
physician supervisors for the number of registrars. Most
supervisors were not in joint staff positions (appointed
to both university and department of health) and there-
fore battled to prioritise their training role and to bal-
ance their service delivery and training responsibilities.
Many supervisors did not have the skills to facilitate re-
flection, give useful feedback, or adequately assess regis-
trars. There was a need expressed among registrars to
have better role models, to have regular supervisory
meetings, and to receive more feedback:
“…It would have been nice to actually train under
them, under family physicians who will actually apply
the management that is expected of us in an everyday,
on an everyday basis to patients that you have. But we
don’t have models…”(Registrar)
“…so it was literally a month where it was quite a
struggle to see a consultant, let alone to now get them
to sit down and listen to you tell them about a
patient…” (Registrar)
While supervisors other than family physicians are
often not engaging the registrars, a few were providing
opportunities to observe and record registrar learning. A
rotation like surgery became meaningful with a good
supervisor:
“…I’m enjoying surgery now because I’m with someone
who really enjoys teaching, and even if you belong to
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skills. So, I suppose it depends on who you are with…”
(Registrar)
The portfolio was acting as a catalyst to “…force a
meeting with the supervisor…”. This was due to the
requirement for reports from the supervisor, their signa-
tures to verify entries and recording of direct observa-
tions. Registrars found the need for signatures negative.
While ownership of learning and portfolio completion
rests with the registrar, a theme of shared accountability
with the supervisor emerged. This clearly indicated that
unless the supervisor was held accountable for their role
as clinical trainer in terms of regular direct observations
and educational meetings, the culture of prioritising
service delivery continued to overshadow learning.
Acceptability
Overwhelming service demands
A major theme was that clinical service continually over-
whelmed efforts to organize learning, reflection and
writing. There was also a mismatch between the educa-
tional outcomes, which reflected a more ideal reality that
we should strive towards, and the actual reality of over-
worked health workers struggling to survive in a tough
environment. When working in the regional hospital the
registrar might also be providing services that do not
have relevance to their training as a family physician:
“…we do tough work here and survival. A lot of the
time they’re in survival mode, and I think that’s why
Kleinman, Arthur Kleinman, he said the worst people
to learn from are registrars because they’re in survival
mode…” (Supervisor)
“…It’s all about service, it’s all about the number of
patients you’ve seen, and filling in of forms and things
like that. For instance, we are being taught
assessment, we are being taught the principles of
medicine, ethics and that kind of thing. We are being
taught things that we are unable to actually execute
when you are expected to see 40 patients, and as
inexperienced as I am. So I wouldn’t be able to spend
the time as I am expected to spend with a patient and
in that small space of time, I must have done all those
things and seen 40 patients…”(Registrar)
“…It depends on the department you are in. In theory
it works because you are able to get there and say
these are the outcomes, these are the things that you
need when you are there. But you don’t find the same
enthusiasm in all the departments, if you know what I
mean. What happens is that in some departments you
are seen as another workforce. As long as thedepartment is run. As long as you do the ward work,
as long as you are in theatre, that kind of thing.
Do you understand what I mean? Even if your needs
are not really met…” (Registrar)
In terms of secure academic time, many programme
managers had created regular opportunities for the
registrar and supervisor to meet and discuss the regis-
trar’s learning. Typically an afternoon was set aside every
2 weeks for case-based discussions, critical incident
reviews, or review of an article:
“we have now always on the second Tuesday afternoon
created a session, or an opportunity, a routine, that
the registrar and his supervisor can meet for an hour
to discuss the learning process, to talk about learning,
and I think this is meaningful.” (Supervisor)
Stressful work-learn dichotomy
The dichotomy between working and learning created
particular stress. Sometimes the modules and tasks re-
quired by the academic programme were incongruent
with the registrar’s clinical context and experience. This
was particularly true when registrars were rotating
through a regional hospital department that did not
share the context of family medicine practice. In this
situation they became almost “lost” in that clinical spe-
cialty, and tended to lose regular contact with their
family physician supervisor or overall coordinator.
Sometimes the concurrent requirements of the academic
programme were not incorporated into their personal
learning plans for the workplace environment:
“…but the clinical modules that we’re busy with, we
don’t necessarily come home and study that every day.
We kind of come home and have to do online stuff if
you’ve got an assignment due this week…” (Registrar)
“the consultation module was really very nice…you
learn so much more about how to communicate with
a patient, how to exchange information…I can really
say that I apply it much more in my day to day
working environment. Ethics was also great to do (as a
module), because I had no idea about ethics. But it
feels to me that it was something I had to do because
it was not part of my learning plan. I think this is
where it will stay…” (Registrar)
Logbook limitations
The logbook, which documented competency in a list of
clinical skills, was perceived as very limited, in need of
revision and conversion to an electronic format. Some
respondents wanted more detail on the number of times
a skill was performed. Registrars were not always sure
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clinical skills was a self-assessment or an assessment by
their supervisor, and how this related to the few skills
that were directly observed and scored in another sec-
tion of the portfolio. There was also confusion as to how
the logbook documented the development of skills over
time as opposed to confirming that competency had
been achieved. There was a sense that the logbook
reflected the minimum required, and could be expanded,
even with a view to continuing into one’s future career:
“…The log book is actually incredibly limited, but I say
that’s just the core. Write down everything that you
actually do, and when you go to a job and you say I’ve
got a special interest in anaesthetics, show them all
the more complicated anaesthetic procedures you’ve
done…” (Supervisor)Having learning tools at hand
While participants were agreeable with the current
paper-based portfolio, there was a call for more elec-
tronic tools to support it and ultimately an electronic
portfolio. People did not read the guide to the portfolio,
or felt it was not clear, and asked that it be made more
user-friendly. Organization of the portfolio was also
viewed as important. Most agreed that observed consul-
tations were important, but difficult to do. Capturing
assessment of procedural skills, having case-based dis-
cussions, and capturing significant event analysis were
all experienced as difficult to achieve. Some suggestions
to overcome the difficulty of capturing learning in the
workplace included having the learning tools daily at
hand, regularly updating the portfolios, preferably elec-
tronically, and a central coordinator who collates portfo-
lio entries monthly and warns the registrars early when
they fall behind. If the portfolios were completed as
expected, it would give valuable feedback to the service
and the programme and may eventually influence the
learning environment constructively:
“…it may even be, in the long run, a formative process
to the other specialities. ..Exactly, exactly. You know,
and we did have feedback saying gee, that really made
me think of something different. That really did help,
that really was helpful. So obs and gynae, I think, have
been quite good with that.…” (Registrar)Assessment
Participants expressed uncertainty as to how the portfo-
lio contents would be summatively assessed. Respon-
dents felt that most summative assessment was focusing
on completeness of the portfolio, while the next step
would be to look at the quality of the portfolio entries.“…it is also valid that you just submit your work. This
is already a big step, because it provides evidence for
what has been done. But the next step is to decide on
the quality of that evidence…” (Supervisor)
Regular meetings between the registrar and the super-
visor were essential to assess learning and provide
formative feedback:
“…it gives us a chance to touch base both with me and
the site coordinator or the specialist. So it’s like three
people looking at where we’re going. What’s the current
situation and what’s happening.”(Supervisor)
While there was strong support for an end-of-rotation
summative assessment, a mid-rotation formative assess-
ment with the supervisor, to look at progress, was also
valued:
“So that’s the mid-block assessment, and then I ask the
supervisors to do an observed - no, what’s it called - a
continual assessment. Often they haven’t done one up
till then, but then that gives them a chance to give the
registrar feedback.” (Supervisor)
“And then you might make any changes to the plan,
and then at the end of the block I see them again, and
then we do an exam using the observed consultation,
one or two consultations. Psychiatry we only do one,
but it’s 45 minutes, and another continuous
assessment from the consultants.” (Supervisor)
The value of this interaction with and involvement of
the supervisor, who sees how the registrar performs and
confirms it with a score and feedback in the portfolio,
cannot be overemphasized:
“…The one I have had was quite helpful because it
kind of forces you to look at how you were before you
came to the department and how far you have come,
and what more do you still have to learn. So in
paediatrics for me it was very helpful, very, very
helpful. I think generally it is the few who take time to
do it…” (Registrar)
With the shortage of family physicians and other iden-
tified supervisors in the country, some registrars had
taken more ownership of their learning, and initiated
peer assessment:
“We have planned to actually try and do it amongst
ourselves, because we know what is expected. We know
what’s expected of us in terms of holistic approach to a
patient, …..so you actually just know about them
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up being something that you fake for them…Like if I’m
on first call for instance, that is what we’ve decided on
doing. If I am first call and I’m free and I can come to
the clinic, so we mark each other. So there it’s the
same mark sheet that is used for our exams, and then
we just randomly pick a patient and then I will be the
examiner and then my other colleague is my examiner
as well. So that’s a habit, because at the usual clinics
where we are, you don’t even get all these assessments.
I don’t know, it’s the old ways that everyone is doing,
and no one is supervising you…” (Registrar)
The tension between summative and formative assess-
ment was well recognized by most participants. Consid-
ering the purpose of the portfolio, they felt that we need
to develop summative assessment indicators that assess




Registrars found the portfolio useful to plan and
organize their learning. While the portfolio at this stage
is mostly a collection of learning activities, its educa-
tional impact could be enhanced through increasing the
registrar’s awareness of learning opportunities and their
ability to reflect on these experiences. The portfolio has
made the challenges of introducing competency-based
adult learning more visible and made explicit the need
for a supportive learning climate within the clinical en-
vironment [37,51]. Critical to prioritizing learning within
the pressurized clinical service was a shared accountabil-
ity between the registrar and the supervisor, with regis-
trars taking responsibility for their own learning and
supervisors providing regular feedback. The need for
direct observations and case-based discussions in educa-
tional meetings made regular registrar-supervisor meet-
ings obligatory. There was a clear need for supervisors
to improve their mentoring skills and for registrars to
fully embrace adult learning. Service pressure made it
difficult to reflect on work and document learning.
Nevertheless, this demanding clinical context in which
the portfolio of learning is embedded is very rich in
terms of experience and can provide fertile soil from
which the habit of lifelong learning can grow [23]. This
worldwide challenge is exacerbated in low and middle
income countries where human resources are scarcer
and workload is very high. Training programmes in this
context need to anticipate this and make plans to over-
come this challenge to the use of portfolios [52-54].
A review of the educational impact of portfolios con-
cluded that “improved student-tutor relationships” was
one of the main benefits, together with increased self-awareness and engagement in reflection [55]. Introdu-
cing the portfolio may be an intervention that stimulates
a shift in supervisory style from directing to guiding and
from counting to reflecting. It may in fact help to create
the very learning environment that it is meant to be
documenting, becoming itself an agent of change. This
educational relationship between the registrar and super-
visor within the context of a community of practice is
perhaps the most vital and difficult area to navigate [56].
Worldwide, but particularly in low and middle income
countries such as South Africa, there are too few effect-
ive supervisors who understand their role as trainers and
clinical role models and who are recognized and
rewarded accordingly. Good doctors do not necessarily
have skills in teaching, giving feedback, or assessment
[33]. Teaching registrars involves vulnerability, rela-
tionship, honesty, trust and kindness [33]. Incentives
to encourage and reward mentors could include that
mentors are kept “in the know” with developments
in medicine and medical teaching, build better rela-
tionships with registrars, receive feedback them-
selves, and meet potential future family physician
colleagues [35].
Within our culture of service delivery, clinicians have
an established culture of documenting their clinical rea-
soning in patient notes. What is also needed is a culture
of professional development in which clinicians capture
their learning in a clear, concise, continuous way pos-
sibly using a portfolio [23,35,56,57]. It was evident that
self-management skills that build reflection and develop
resilience are much needed for both registrars and
supervisors [23,58,59].
Acceptability
The paper-based portfolio was accepted, albeit with a
call for more electronic tools that are compatible with
mobile devices, and eventually an electronic portfolio,
similar to examples from more developed countries
[35,60,61]. Completing a logbook in the portfolio created
a particular conflict between the traditional counting of
procedures performed and the need to reflect on and
learn from one’s performance. Personal organization of
learning, self-management and a discipline of regularly
updating the portfolio were strongly supported [18]. Ob-
served consultations and procedures were important,
but difficult to do in the workplace [52,62]. Suggestions
to make this easier included having learning tools daily
at hand, regular portfolio updates, and a central coordin-
ator who collates portfolio entries monthly and gives
feedback. Regular face-to-face meetings between regis-
trars and supervisors ensure authenticity of learning
with supervisors’ signatures, the absence of which is a
disadvantage in pure e-portfolio systems [35].
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While assessment at this stage focusses on completeness,
for example the number of direct observations and edu-
cational meetings, the next step is to assess the quality
of learning.
There was strong support for both an end-of-rotation
summative and a mid-rotation formative assessment.
The shortage of supervisors has led some registrars to
initiate peer-assessment. Within family medicine, as the
discipline has become more established, there has been
a shift to train and assess more in the district hospitals
and PHC, with less exposure to regional hospital depart-
ments [4,11]. Such a shift requires that a culture of
training and assessment is initiated, valued and nurtured
by both the district health services and universities.
Current forms of assessment encourage registrars to
demonstrate their competence, whereas valuable learn-
ing is often based on mistakes, errors, problems and less
than perfect outcomes [63,64]. Demonstrating learning
also requires evidence of a shift in competency over time
from a less than adequate starting point. This has
implications for how the summative assessment of the
portfolio is constructed. Summative assessment of the
portfolio should focus on whether these formative activ-
ities have taken place adequately. The supervisor and
registrar are best able to determine the quality of learn-
ing and progress as documented in the portfolio, while
the programme co-ordinator is best able to determine
the completeness of all that is required. We can think of
this as assessment-in and assessment-on the portfolio,
not unlike reflection-in and reflection-on action [23].
Registrars and supervisors spoke of a ‘work-learn’
dichotomy whereby they struggled to integrate the the-
ory of best practice in terms of the consultation, ethics
or evidence-based medicine into everyday work. Part of
the challenges of work-based assessment is integrating
course assignments with work assessment, assessing
how doctors actually practice [65,66]. As assessment
drives learning, a grade and formative feedback provide
measurement and meaning to work-based learning,
encouraging the registrar to develop into a family phys-
ician [67]. Indirectly a good portfolio also provides
assessment and feedback on the training programme
itself in the local context and can be valuable to the
programme manager.
Although the use of portfolios for work-based assess-
ment is becoming best practice internationally it needs
to be tailored to the contextual realities of low resourced
settings where it may be seen as an additional burden
for registrars already on the edge of burnout or depres-
sion [68-70]. Unlike tertiary health centres, the district
health services are not used to the demands of speciality
training in South Africa. The portfolio requirements
make visible the expectations on registrars and super-visors and brings into focus the need to integrate
cultures of service and learning rather than allowing
them to be perceived as if they are in opposition
[4,6].
Limitations
This study sought to understand the experiences and
opinions of registrars and supervisors who had used the
portfolio in South Africa. We purposefully recruited
appropriate participants who would give rich informa-
tion from across South Africa to get a broad perspective
of experience, representing all postgraduate programmes
in the country. This meant that because of travelling
distances of up to 1400 kilometres we decided on tele-
phonic interviews. We acknowledge that telephonic in-
terviews may have limitations compared to face-to-face
interviews, for example periods of silent reflection could
be more acceptable in face-to-face interviews. However,
because the author was familiar with the context of the
training programmes and many of the key people, he
was able to engage the respondents easily and encourage
them to elaborate on their answers. The interviews also
lasted between 30-60 minutes, which was deemed suffi-
cient for thorough exploration of the key topics. The
results of the study as with all qualitative research can-
not be easily generalised to other populations and the
readers will need to decide what findings are transferable
to their own context.
Recommendations
The following recommendations can be made from the
findings:
1. Continue with the national portfolio as an
acceptable tool to support work-based learning
and assessment.
2. Advocate for a culture of clinical training in the
health districts, recognizing the co-benefits of
service delivery and clinical learning.
3. Develop registrars’ and supervisors’ self-awareness
and ability to reflect on and learn from their clinical
experience in a structured way that can be
documented.
4. Develop electronic tools and move towards an
e-portfolio.
5. Focus on developing the capacity of supervisors to
support adult learning in the work place and to
formally recognise their role as trainer or mentor.
6. Allow time for new educational practice to be
integrated into the work-place with a shift from
traditional pedagogy to adult learning.
7. Develop an approach to summative assessment of
the portfolio. A portfolio assessment tool will be
described and evaluated in a future study.
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The portfolio primarily had an educational impact
through making explicit the expectations of registrars
and supervisors in the workplace. This impact was tem-
pered by a lack of engagement in the process by regis-
trars and supervisors who also lacked essential skills in
reflection, feedback and assessment. The acceptability of
the portfolio was limited by service delivery demands,
incongruence between the clinical context and educa-
tional requirements, design of the logbook and easy
availability of the associated tools. Its acceptability and
usefulness as a learning tool should increase over time
as supervisors and registrars become more competent in
its use. The use of the portfolio for formative assessment
was strongly supported and appreciated, but was not
always happening and in some cases registrars had even
organised peer assessment. There is a need to clarify
how it will be used in summative assessment.
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